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CHAPTER I 
INTRODUCTION 
Purpose of StuQz 
The enigma of cancer is as old as mankind. From the time of Galen to 
the development of specialized research devoted to the study of cancer, 
the old quest for cause and cure has been hunted persistently. In the 
last century and a half much lmawledge has been found and there is more 
certainty tod~ than ever before that the ultimate goal will be reached.l 
Every year cancer grOWl! more menacing, but the search continues. Mean-
while, as public interest grows and scientific advancements in medicine 
are made lmown, the importance of recognizing the early symptoms of cancer 
and seeking immediate treatment bas become common lmowledge. The best 
weapon ~or those people outside the laboratory and hospital is information. 
A vast amount of that information has been made available, especially dur-
1 ing the past few years when each month brought news of some step in treat-
ment and research to the public eye. 
The literature concerning cancer has taken on enormous proportions, 
and is largely medical literature. It attempts to bring research methods 
to consider the needs and services of those actual victims of cancer and 
those whom it may strike. 
1 Channing C. Simmons, Editor, Cancer, ! Manuel for Practitioners, 
p. 1. 
i 
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Cancer is not only a cell growth problem but a human problem. Cancer 
as it affects the patient is a long neglected consideration. No other 
common disease seems to carry 'With it such a widespread fear of pain, dis-
figurement and death as does the term "cancer". Thus the cancer patient 
is frequentlY faced with the necessity for making many personal and psycho-
logical adjustiOOnts. There is an alarming scarcity of published informa-
tion concerning the patient's own attitude toward this disease and treat-
ment. It is in this area that the -writer has attempted to explore, to a 
limited extent, the attitudes of the patient toward his disease. 
In an effort to arrive at conclusions regarding the emotional atti-
tudes of a limited number of carcinoma patients, an attempt has been made 
to answer the follolling questions: 
1. What are the emotional attitudes toward cancer that -were found in 
this study of the records of these t~nty-five veterans? 
2. To what extent does the element of fear enter into these atti-
tudes? 
3. What misconceptions regarding carcinoma have been uncovered in 
this study? 
Scope ~ Study, Sources of Data, ~ Methodology 
The twenty-five cases on which this study is based are patients who 
were seen in the Tumor Clinic at the West Roxbury Veterans Hospital with 
the diagnoses of carcinoma sometime during the calendar years of 1948 
through 1950. The above sampling was taken from a group of 195 carcinoma 
patients that were referred to the Hospital Social Service department 
I 
I 
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during this period. The information available in a very .few of' these ~~ 
cases is only sufficient enough for tabulative use, but the rFema
0
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the recorded material lends itself to illustrate the study. 
of confidentiality, fictional names have been substituted for the real 
names of the patients. 
This study is confined to a consideration of those patients with a 
malignant growth classifiable as one of the carcinomas. The 110rd cancer 
will be used as synonomous with the term carcinoma. 
The use of the T1m1or Clinic oases was indicated because all tumor 
cases, malignant and benign, in-patients and out-patients, are included 
in this group. A great proportion of these hospitalized patients attended 
clinic and almost all of the out~atients became hospitalized at some time 
during this period. 
The source material used in this study consisted primarily of social 
service case records and clinical records for factual material as related 
to diagnosis and treatment. 
Method of procedure consisted of description of the Tumor Clinic set-
ting, the medical and emotional aspects of the disease and the patient 
group, folioed by the presentation of illustrative cases. Books, pam-
phlets and periodicals from the field of social work and medicine were 
used in addition to the case record material. Analysis of the case ma-
terial to describe and evaluate the patient's emotional attitudes toward 
his disease is the primary approach of this study. 
I' 
Limitations of the Study: 
The value of such a study is of itself limited, and within its con-
fines the sources are also faced with certain limitations. MaQY of the 
cases concerned patients who were in a terminal stage of the di sease, and 
were referred too late in the illness to show significant material. 
In many instances the nature and the content of the social service 
record does not include details that would be useful in such a study. 
More often this type of material is not recorded in its entirety, but 
lives only in the memory of the social worker who has participated in the 
case and for various reasons has not included this material. Because of 
the quick turnover of patients in the acute hospital it was sometimes dif-
ficult to evaluate what took place during short periods of hospitalization. 
The clinical records, which llere the source of certain data, were neces-
sarily written for other specific purposes, and thereiri lay their limita-
tion for this study. 
i 
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CHAPI'ER II 
MEDICAL ASPECTS OF CARCINOMA 
Nature, Etiology and Prevalence 
Cancer is an ancient disease that has been lmo'Wil for centuries. It 
was recognized a!ld described as early as 1500 B. C. Hippocrates gave the 
first good description of the disease and advances many theories as to its 
cause.
1 Since that time, men of science have experienced a long and tire-
less ~Struggle through history in an attempt to throw a curative light on 
this consuming disease. Modern cancer research dates back only about fift 
years, or around the turn of this century. The nineteenth century was an 
observation period largely dominated qy the microscope and only at the 
turn of the twentieth century did cancer research turn to active work nth I 
natural phenomena. 2 Not until the middle of the last century did science 
learn that the basic structural unit of all tissue, including cancer tis-
sue, is the cell. 
Cancer is often defined as a "malignant tumor", without distinguish-
ing between the terms, 11tumor11 and "cancer". The word "tumor" is now used 
as a synonym for any neoplasm or new cell growth. Tumors are ditided into 
two main groups, benign and malignant. The benign tumor usually does not 
1 Channing C. Simmons, Editor, Cancer, ! Manual for Practitioners, 
p. 1. 
2 Ibid., P• 7. 
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invade the normal tissues aro1.md it; but if it does so, the invasion is 
limited. It is generally encased in a "Well-defined capsule of fibrous 
tissue. The malignant tliD.or not only invades the surrounding tissues, but 
also metastasizes to other parts of the body. A metastasis usually repro-
duces the cellular structure of the primary growth well enough to enable 
the pathologist to determine where the primary growth is likely to be 
Cancer is a synoeym for a malignant neoplasm and is of two main types. 
Carcinoma arises in the epithelial tissue, and sarcoma arises in connec-
ti ve tissue. Technically, the term "cancer" applies only to the carci-
nomas; however, in common usage, the term is applied to sny malignant 
growth. 
Cancer is an abnormal growth, often beginning in a disorderly replace-
ment of 110rnout cells. The prime factor which supervises the orderly 
growth and organization of normal cells is unknown. Likewise, the basic 
reason for the 1mchecked growth of cancer is at present also unlmown. 
These cells multiply continually beyond the limits designed for normal 
cells and 'Without organization or proper differentiation. The cancer cells 
destroy the normal cells of the tissue b,y cutting off their blood supply. 
The multiplication of cancer cells proceeds indefinitely until the death 
of the host. 
There are maey- causes of cancer and it is likely that cancer results 
3 
from the interplay of more than one causal agent. However, it must be 
3! Cancer Source Book!:£!: Nurses, American Cancer Society, p. 27. 
7 
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noted that external causes are not the complete source of disease, as is I 
popularly supposed, but that other predisposing forces ldthin the body must 
be also considered. These facts strongly suggest that hormones are in some 
way involved in the development of caneer, or at least in the development 
4 
of certain causes. However, the fundamental cause of cancer is yet un-
lm01m. 
Some of the probable predi.sposing causes of cancer can be classified 
as conditions of long-continued chronic irritation, exposure to specific 
carcinogenic agents, and benign tumors which have a tendency toward malig-
. 5 
nant transformation. Doherty suggests two more causes to those mentioned 
above by offering that cancer arises from immature cells and also by some 
sort of infectious agent. The etiology of cancer has probably caused more 
speculation than any other disease. To transform speculations into scien-
tific fact is the aim of cancer research. 
6 According to Doherty's statistics, cancer is the second greatest 
cause of death in the United States. Some 200,000 people die of cancer 
each year and another 500,000 people have the disease. Although no age is 
totally exempt from cancer, the death rate shows a rapid increase with age. J 
In men, 29.6 per cent of all cancer that occurs is in the digestive tract. 
The skin accounts for 17.4 per cent and the genital organs for 11.6 per 
4! Cancer Source ~ !2! Nurses, American Cancer Society, p. 27. 
5 Beka Doherty, Cancer, pp. 174-176. 
6 Ibid, pp. 228-230. 
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cent. In women, 23.7 per cent of all cases occur in the breast. The 
uterus comes next with 21.7 per cent and then the digestive organs l'dth 
18.8 per cent. These figures reveal the incidence of all cancer cases 
regardless of death. 
Diagnosis and Treatment 
The malignancy diseases, insidious and treacherous in nature, often 
i 
present no marked symptoms in their early stages and are sometimes diffi-
cult for even the specialist to diagnose. The specific signs and symptoms 
of malignancy vary considerably depending upon the type of the growth and 
its location. 11oman7 points out that ertdenees of malignancy are rapid I· 
growth, ulceration, hemorrhage and disturbance of function. Seldom are all j 
of these signs present. At a time when cure of a malignant tumor is pos- I 
sible, that is, at an early stage, pain is almost never a feature. Only 
in the terminal stages is pain usually present and often very intense. 
Establishing a diagnosis of cancer, if the internal organs are in-
volved, often requires painstaking examination. In most cases the pa-
tient•s history and general physical examination and other minor special 
examinations are not complete or accurate enough to arrive at a positive 
diagnosis. In sooh oases these examinations must be supplemented by more 
accurate diagnostic procedures such as the biop~. 
A biops,y consists of the removal of tissue from the questionable 
area for microscopic examination. On the body surface this is a relatively 
7 John Homan, !. Textbook .££ Surgery, p. 194. 
8 
simple procedure, but when in internal site is involved, a more extensive 
operation is necessary. Aspiration biopsy is the technique of removing a 
small fragment of the tumor by suction with a needle and syringe. The 
Papanicolaou smear, or examination of isolated cells in boqy secretions, 
is being used more and more frequently in clinics and hospitals to dis-
cover early malignancies. The biopsy is generally regarded as the moat 
accurate of any of the cancer diagnostic procedures yet discovered. 
At the present time the three curative methods for the treatment of 
8 
cancer are: surgery, x-ray and r adium. The effectiveness of these 
methods depends, in l arge, upon the early diagnosis of the disease. Pri-
marily used as palliative forms of treatment are radioactive isotopes and 
chemot herapy {hormones and chemical subst.~es). All of these methods are 
not competitive, but used for certain patients w.i.th certain types of can-
cer. Sometimes the best results are obtained by using a combination of 
procedures. The intelligent patient relies upon the recommendations of 
the qualified and trained personnel of the medical profession. 
J The simple surgical excision of a malignant tumor seldom results in 
I cure, except for some skin carcinomas. This type of surgery does not reach 
the great distances made by metastases from the primary site. Therefore, 
Radiotherapy of cancer began about fifty years ago and its major 
8 A Cancer Source Book for Nurses, p. 32. 
9 
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developments have been concentrated within the last twenty-five years. 
principal agentl!! used in radiotherapy are x-rays and the gamma rays of ra-
dium. They are of identical nature and the choice betlVeen their use de-
pends on factors of technique, situation, type and stage of the cancer 
being treated. The primary effect of these rays is an injury to the nu-
cleus of the cancer cell and an interference vdth cell division. Though 
not always true, the less it resembles its parent cell the greater the sus-
ceptibility to radiotherapy. In this type of treatment there is usually 
some degree of injury to the normal tissues. To be curative, radiotherapy 
must destroy every cancer cell. Though often not curative, it offers the 
patient enough comfort to justifY 1l5uage. Radiotherapy is increasingly ! 
used as a palliative procedure. This is especially true in the generalized I 
types of cancer such as lympho-sarcoma and leukemia. Palliative results 
are sometimes obtained by irradiating the whole body. 
A recently devised method of radiotherapy is the administration of 
radioactive isotopes. For exampel, radioactive phosphorus in the treat-
ment of leukemia is given off by beta and gamma rays to the body. 
Chemotherapy is treatment by the adminil5tration of aey chemical sub-
stance. There have been innumerable attempts throughout history to find 
a chemical substance that would destroy malignant cells. Many have been 
fotmd, but most of them are so toxic that they eventually have a lethal 
effect on the patient. While research laboratories are constantly ex-
perimenting in this area, only a few chemotherapeutic agents have become 
available for palliative treatment. These agents fall into two main groups j 
hormonal and extrinsic chemical compotmds. In the hormonal group is 
10 
testosterone, stilbesterol and estrogen, which has been most effective 
with cancer of the breast and the prostate. Into the latter group falls 
the nitrogen mustards and urethane which are used in the treatment of 
Hodgkin's disease, ~homas and leukemia. 
Some doctors believe that of all the weapons against cancer, the most 
promising is atomic energy. It is the hope of all researchers that a can-
cer cure will be found in a medicinal substance that will seek out and 
destroy cancer cells without harming normal body cells. Thus far, all 
knolVIl drugs have failed. Consequently, the most reliable therapy avail-
able remains surgery and irradiation. 
Studies of people who come too late for treatment show that most of 
them had put it off because they did not believe that medicine would help 
them. Others delay because they are not only uninformed but superstitious. 
Many individuals fear cancer patients because they think it is contagious. 
Occasiona~ treatment is refused on religious grounds. 
Many people avoid doctors, or go to the wrong sort, because they hold 
9 
fantastic notions about cancer. Doherty gives a long list of these no-
tions: hot foods, canned foods, electric refrigerators, mysterious emana-
tions in the atmosphere, "poison" from aluminum pots and pane, alcohol, 
tobacco, and the use of contraceptive devices. 
The theory that the tendency to have cancer runs in some families 
is still in the research stages, but the general public often misconstrues 
this information into meaning that cancer is directly inherited. 
9 Doherty, 2£• ~., p. 44. 
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More recent studies have revealed that much of the reason for delay 
' in seeking treatment stems from an emotional basis. I, It is felt that this 
II 
'I 
I 
I 
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avoidance of reality leads many to rely on cancer quackery and supersti-
tions. Many informed individuals are prevented .from seeking adequate 
treatment due to emotional reasons, Which will be considered in later chap-
10 
ters. A study made at the Massachusetts General Hospital states: 
In a recent study it seemed that the period of del~ in 
seeking medical advice was essentially the same for doctors and 
doctor's wives, who surely knew the implications of del~ as it 
was with other patients who were not so aware of the danger of 
delay. We are inclined to note this as the most significant 
emotional factor acting to prevent patients .from getting help. 
It is avoidance rather than ignorance Which leads to the sur-
prising gaps in information which one encounters. 
Though the reasons for delay in seeking treatment may be largely emo-
tional, the heart of the cancer problem lies in the research laboratory 
where cause and cure, theory and practice, "pure" science and practical 
application draw closer together every ~. 
10 Jacob Finesinger, and others, "Managing the Emotional Problems 
of the Cancer Patient." Included in the Sloan-Kettering Institute Seminar 
Series, Memorial Hospital, New York. ? of date, p. 10. 
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CHAPI'ER III 
EMOTIONAL ASPECTS OF CARCINOMA 
Social and Emotional Implications 
Prior to examining the attitudes of the group of patients Whose rec-
ords were used as a basis for this stuqy, it seems appropriate to consider 
some of the physical, social and emotional factors which contribute to the 
emotional attitudes toward the dread disease, cancer. 
Carcinoma is a chronic disease, and as such, has al.l of the implica-
tions, social and emotional, which are characteristic of the long . term 
illness. There seems to be no other disease prevalent today that poses a 
greater threat to the security, happiness and comfort of the patient than 
does cancer. Among the threatening possibilities which a patient with 
cancer faces are the radical operations and other treatments which often 
mean disfigurement and disability. The problems created by cancer for the 
patient and his family are more than physical ones. They involve social 
and psychological adjustments and financial burdens which are difficult, 
if not impossible, for the patient and his family to meet alone. Few other 
diseases demand so much sympathetic understanding of human relationships 
to help the patient and his family meet their problems. The recent trend 
in medicine pointing toward the treatment of the whole individual, rather 
than the disease alone, recognizes the interrelationship between the emo-
tional, physical and social adjustment of the individual. Social casework 
is directed toward meeting these needs. 
1.3 
For purposes of discussion, these factors will be divided into three 
general groups with regard to the emotions of the cancer patient: (1) 
relation to physical care, (2) the environmental implications, (3) emo-
tional attitudes of the patient toward his illness. The common misconcep-
tions that patients have regarding cancer will also be inel uded. However, 
it must be remembered that these groups are not clear cut divisions, but 
rather, they are interwoven one with the other, each affecting the others 
within the individual personality. 
Relation to Physical ~ 
Cancer differs from most of the other chronic diseases in that early 
diagnosis and immediate treatment are of the utmost importance. Early 
diagnosis depends primarily upon an intelligent analysis of the patient's 
complaints. A thorough physical examination is always necessary in which 
the physician uses inspection and palpation to investigate all the acces-
sible regions of the body. This fact alone prevents many individuals from 
'I 
seeking medical advice. Many persons resist examination for modest reasons, 
I 
but even more for fear of the doctor's findings. A few are reluctant due 
to diagnostic methods, such as the biopsy, the aspriating syringe, :the eye-
' toscopy and bronchoscopy. 
Cancer patients frequently need hospitalization for establishing a 
diagnosis as well as receiving treatment. It is interesting to note the 
reactions of patients to hospitalization. Some patients feel embarrassed 
if they make use of special cancer diagnostic or treatment facilities, be-
cause they fear this "marks" them in the eyes of the community. 
A more realistic pnysieal problem is that of post-operative convales- 1 
cence and rehabilitation of those patients who have come successfully 
through their illness. Treatment of cancer is mainly surgical, and often 
quite mutilating. People are shy about admitting handicaps and often with-
draw from their place in society for lack of know.tng where to turn for I 
In addition to this problem is the need of speciaJ physical rehabilitation. 
care for patients whose disease is untreatable. These needs for pnysieal 
attention affect not only the patient, but members of his household, ·the 
visiting nurse, the doctor, the hospital and the convalescent or terminal 
care home. This places the patient in the uncomfortable, but necessary 
position, of depending upon others and submissiveness to professional care. 
These feelings are tremendously important to the patient and must be con-
sidered so by those around him. 
These problems are closely related to the environmental, social and 
emotional adjustments that each patient has made to his life situations. 
The medical case 'WOrker cannot bring the patient to the initial physical 
examination, but when he is in the medical setting, the worker may be able 
to help the patient to continue in treatment and perhaps help him to over-
come some of his environmental and emotional obstacles. 
Environmental Implications 
There are many environmental factors which may delay or prevent the 
patient's obtaining the needed diagnostic services, treatment and nursing 
care. These factors may appear in the form of financial burdens, employ-
I 
ment problems and family attitudes. In other 1'10rds, these factors must be ll 
li 
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dealt with before the needs of the patient can be satisfactorily met. 
As in other chronic diseases, the need for care of the patient with 
carcinoma is not limited to a temporary period, but actually continues for 
an extended time. The patient faces the loss of income because of inabilit 
to 'WOrk, either temporarily or permanently, as the case may be. The treat-
ment and care of the cancer patient is expensive. Family savings can be-
come exhausted very quickly by clinic and phys_ician fees, hospital bills, 
, and the cost of diagnostic and treatment procedures. Not only does the 
patient• s medical needs heighten his financial problems, but they may 
serve as a barrier to his continuing treatment. In addition to the cost 
of medical care, additional financial planning must be made for related 
needs such as transportation to clinic, nursing services, and convalescent 
home care. 
The fear of being unable to be gainfully employed again, looms up to 
the cancer patient who has undergone radical surgery. It is not easy for 
anyone who has been seriously ill to resume his former role as a snoothly 
functioning individual. The adjustment is especially difficult when the 
patient has undergone a mutilating operation which results in physical 
limitations and is accompanied by emotional repercussions. For example: 
a cancer patient who has had his larynx removed will need to be guided and 
encouraged in taking speech instructions, and in all probability will re-
quire a change in occupation. In terminal patients, a sense of hopeless 
dependency and a feeling of inability to function productively is detected. 
I Family attitudes toward the cancer patient and his disease are of 
utmost concern to the patient. The case l'IOrker must be aware of these 
r 
I 
I 
\. attitudes to enlist the cooperation of the family in planning for the pa-
l 
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tient's ewe. She can often help the family to acquire an 1mderstanding 
of the nature and impli cations of cancer. They not only need factual in-
formation but possibly help in emotionally digesting these facts. It is to 
I 
members of his family that the patient first turns for emotional 'Wlderstand i 
ing and encouragement. His O'Wil emotional balance often depends on this 
support. If they reject the patient because of their mistaken ideas re-
garding the disease, this m~ have a prono'Wlced effect upon his emotional 
outlook and perhaps in turn upon his prognosis. The family is often in 
need of reassuring factual information, particularly concerning the mis-
conceptions regarding possible contagion, cause and cure. Incredibly com-
mon for patients with a malignant condition is the suspicion that the dis-
ease is caused by the marital act and/or venereal disease. This thought 
is often shared by the patient's spouse and relatives. This feeling con-
tributes to the mistaken idea that cancer is 1mclean and gives rise to 
feelings of guilt which must be recognized and discussed. 
Due to these misconceptions the family members may be besieged by 
feelings of guilt and hostility, which in turn tend to widen the gap be-
tween themselves and the patient. The case worker may be of some assistanc 
' in interpreting medical information to the family in an attempt to relieve 
1 
this condition. Doherty states: 
No 1miversallY satisfactor,y way of explanation to the 
patient or his family has yet been 'WOrked out. Nor will one 
be 1mtil there is a better tmderstanding of the nature of 
cancer. More important, the tragic farce of soft words and 
1 Beka Doherty, Cancer, pp. 12-13. 
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half-truths ~11 continue until everyone accepts the fact that a 
substantial number of cures of many forms of cancer can be at-
tained with early diagnosis and adequate treatment. When this 
happens, cancer can be discussed openly, by name; it will be pos-
sible to talk frankly about people who have and about others who 
were cured of the disease. 
The terminal cancer patient presents a special type of environmental 
problem. The question arises as to whether home or institutional care can 
best meet the physical and emotional needs of the patient with terminal 
carcinoma. Too often some one other than the patient must meet this re-
sponaibility and often does not consult the wishes of the patient regard-
ing the decision. The patient• s disposition to a nursing home _is sometimes 
the act which confirms the hopelessness of his illness for him. In many 
instances it is impractical for the terminal patient to be cared for in 
the home, thus leaving no alternative but the hospital or the nursing home 
to care for the patient. Consideration must first be given to the patient's 
condition and feelings, and then his family's feelings and stability. 
Emotional Attitude• 
Just as the physical and environmental elements of the total situa-
I tion affect the emotional life of the individual patient, the emotional II 
I 
I 
I 
I 
I 
I 
I 
components have a direct effect upon how the individual can meet the phy-
sical and environmental problems with which he is faced. The life experi-
ences and emotional maturity that the patient brings to his present situa-
tion largely determine his reactions to chronic illness and his feelings 
regarding carcinoma in particular. Although carcinoma is a well-defined 
physical ailment, there is an acknowledged accompaniment of emotional 
l 
li 
I 
intensity which carries a tremendous influence upon the Whole individual. 
This statement is borne out in a recent study2 made at the Massa-
chusetts General Hospital by Drs. Jacob Finesinger and Harley Shands and 
Mrs. Ruth Abrams, social worker. The authors state their premise as fol-
lows: 
To our lmowledge there is no well grounded evidence to show 
that emotional factors pl~ a role in the production of neoplasms. 
Yet in the area of effective therapy in cancer we can expect emo-
tional factors to be implied. Results from studies in other ill-
ness offer strong evidence that emotional conflicts can block or 
hinder therEU>Y, and that these conflicts must be taken into ac-
cotmt by the doctor in his efforts to help patients to utilize 
the best available methods of treatment. It is our impression 
that this will be found to apply to cancer patients. In this 
disease, in which effective treatment must be prompt treatment, 
medical failure can furthermore be c onnected in many cases with 
the delay, or with the rejection orl emotional grounds of available 
medical and surgical treatment. 
Because of the nature of cancer most patients are faced with a disruption 
of their usual routine. The degree and duration of the disruption depends 
upon the site and rate of advancement of the malignancy, ani upon the pa-
tient's emotional status. Chronic illness promotes various degree~ of 
anxiety in a patient and the degree is multiplied when the diagnosis is 
thought to be cancer. To the patient cancer means a great many uncertain 
things, but the predominant obstacle seems to be fear. These predominating 
fears of carcinoma patients are often rooted in the uncertain, but real 
factors of hospitalization, treatment, disfigurement, disability and death. 
Other fears related to the nature of cancer are rooted in depression ani 
hopelessness, punishment, feelings of guilt, shame and rejection. 
2 Jacob Finesinger, and others, 1~anaging the Emotional Problems of 
the Cancer Patient." Included in the Sloan-Kettering Institute Seminar 
Series, Memorial Hospital, New York, ? of date, P• 1. 
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Cancer can be treated and can be cured. But even w.i. th this knowledge 
the patient is confused and fearful. There are other diseases as painful 
1 and as lethal, but cancer is feared particularly because we know ISO little 
about it. The mystery has fed our fear and our fear has deepened the mys-
tery for generations.3 The fear of cancer is more conspicuous now because 
the hundreds of other diseases that killed people during history have be-
come so well controlled. 
Hospitalization for each patient holds emotional significance of vari-
able degrees, depending mainly on the length of time and extent of treat-
ment. The uncertainties of entering a hospital produce fear and anxiety 
in some patients, whereas leaving the hospital may produce the same kind 
' of emotion in another patient. Some patients can accept a dependency role 
in the hospital with the least amount of conflict, but others may find it 
produces guilt. 
The ~e and amount of treatment which the patient undergoes arouses 
I 
various emotions. Patients are generally inclined to regard the more radi- ~ 
cal forms of treatment, such as surgery, with intense fear. However, re- I 
actions vary according to individual differences in personality structure 
and environmental circumstances. Fear of surgery in cancer patients pre>ft 
duces a conflict between a most painful certain death, if this treatment 'I 
is delayed, and fear of disfigurement and mutilation. It is this area in 
which the patient requires intensive psychological preparation for a sur-
gical operation. Some patients, being uncertain of the diagnosis, undergo 
surgery with fear of the operation but are more afraid of a possible 
II 
3 Doherty, £E• ~., p. 58. 
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diagnosis of cancer. These emotions often affect the post-operative ad-
justment of the patient. Some patients make a satisfactory adjustment 
while others do not. Dr. Michaels4 lists some of the determining factors 
in a patient's adjustment following an operation such as: (1) the purpose 
and type of the operation, (2) the structure and organization of the per- I 
sonality, (3) the psychosexual development, (4) the organ involved in the : 
I 
operation. These factors also seem applicable to reactions resulting from I 
two other usual methods of treatment of malignant growths, x-ray and ra-
dium. The patient's previous experiences or those of friends and rela-
tives may also influence his reaction to treatment. His knowledge and 
understanding of the prescribed procedures may or may not suggest or con-
firm the actual diagnosis of cancer to him. If he has previously been 
protected from knowing this diagnosis, this information will release ad-
I 
I 
ditional mental stress. I 
The purpose of prescribed treatment in all carcinoma patients is al- 1
1 ways aimed toward saving the individual from a progressive and fatal dis-
ease. The reality of the life and death situation tends to dominate the 
procedure and the psychological reactions of the patient are often over-
shadowed. Whether the treatment is surgery, x-ray or radium, curative or 
palliative, the procedure may have much significance for the patient. 
Patients often enter the hospital without having been prepared for the 
specific treatment they are to l.Dldergo. Some patients may be admitted one 
da:y and operated on the next without harm. But for many, the discovery 
4 Joseph J. Michaels, npsychiatric Implications of Surgery," The 
Family, 23:363, February, 1943. 
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that they have to undergo a major operation is a great shock. For these 
patients ps,ychological preparation is imperative, though often neglected. 
This preparation is particularly necessary when procedures such as colos-
tomy, gastrostomy, or facial surgery may be required. These patients need 
to get used to the idea of their new condition and to be reassured as to 
their ability to manage their lives as adequately as before. In order to 
help the patient main tin his emotional balance and avoid disillusionment, 
the results of the operation should contain a degree of success or improvel 
ment of the condition. 
The structure and organization of the patient's personality is active 
in detennining what feelin@!Sand attitudes 'Will dominate the patient's re-
action to prescribed treatment. Dr. MichaelsS points out that aey ~bnor-
malities may become accentuated rather than diminished. For example, the 
person with a pre-psychotic type of personality 'WOuld be more apt to de-
velop a psychosis; in the neurotic person an accentuation of the previous 
neurotic patterns may take place. Generally, if the patient's interest is 
I 
primarily self-centered, the operation will have more serious consequences. 
However, if he has a free ·:. interest in objects outside himself, the opera- 1 
tion 'Will be more apt to be taken in his stride. 1J 
Some patients may find an unconscious pleasure in painful treatment j 
in that it represents submitting to a strong omnipotent :person--the sur-
geon. A hysterical neurotic personality may unconsciously find a secondary 
gain in the operation and other treatment procedures. For other patients, 
intensive treatment received by them may signif,y secondary gain through 
5 Michaels, ~' p. 365. 
~1- attention, sympatb;y, pity and ev:idences of lave. By undergoing surgery 
11 the patient may be avoiding facing something else that he fears more than 
/ the operation. 
I 
I 
I 
6 Dr. Michaels states that the individual's psychosexual development 
is the prototype for all later behavior of the individual. The psycho-
sexual development is of particular significance in determining the un-
conscious meaning that operations, especially disfiguring ones, w.ill have 
for the patient. The need to understand the psychosexual development i8 
based upon the premiee that m~ fantasies of destruction and mutilation 
in surgical operations are associated vdt~ sexual behavior. 
The age of the patient at the time of an operation is !ignificant and I 
important. The first six years of life, puberty and the climacterium, are 
periods during which traumatic events are more emotionally harmful than at 
other times. The earlier an operation occurs, the more significance it 
may have for the later development of the personality. 
The organ involved in the operation holds tremendous significance for I 
the patient. The organs that are especi~ly concerned with conscious and I 
unconscious significance are the generat1ve organs, the eyes and the skull. 
Surgery on the generative organs has been observed to have more serious 
emotional repercussions than other organs of the body. The site of the 
~~ malignant growth may also arouse guilt feelings in the patient if the can-
cer occurs in a part . of the body which the patient associates ldth what he 
considers to be a misdeed. He may unconsciously 'Wish the treatment pro-
cedure to be a punishment or he may fear that it 'Will be a punishment. 
6 Ibid, P• 366. 
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It has been stated previously that the two most common emotions ob-
servable in the cancer patient are fear and anxiety. Often modified by 
defense mechanisms, these emotions may appear in the form of avoidance, 
II 
denial and suppression. In a majority of cases the patient• s behavior ,, 
realizes he has cancer symptoms, but manages to overlook them. 
He I 
He may see 
shows evidence of avoiding facing his health problem realistically. 
some significance in these s.rmptoms and thinking his situation is hopeless 
he denies this to himself. He may actually see a lesion, but suppresses 
this knowledge from everybody and forgets it. 
Observed most often in the terminal cancer patient is the fear of 
rejection. Many cancer patients with a hopeless prognosis live a con-
siderable time in a helpless or semi-helpless condition. This involves 
additional expense and family concern if he remains in the home. Family 
life may become disrupted and hostilities mount up. The patient feels 
emotionally neglected and family members feel imposed upon. Ultimately he 
is moved from his home to a hospital or nursing home, which the patient 
interprets as rejection or desertion, and feels that he is being sent a~ 
to die. He often dreads this separation more than his malignant disease. 
This dread may keep many older patients from seeking early medical care. 
When the doctor reaches the point Where he does not know what to do or 
say to the patient, he avoids the patient as much as possible and often 
ceases treatment, and the patient's feelings of rejection and desertion 
become tripled. The patient feels that people no longer want to be ·with 
him because he has a dread disease. 
The terminal patient may learn to adjust to this rejection with out-
ward serene acceptance, stern silence or unalterable views. He may become 
the quiet "model" patient. If he harbors guilt feelings regarding his 
disease, he may blame himself for losing his economic, social and sexual 
status. Contrarily, he may blame others for his plight. This is often 
observed in patients with cancer of the generative organs, and stems from 
the misconception that the malignancy is rooted in an old venereal infec-
tion. 
Fear of death depends largely on the patient's personal philosoplzy, 
but he is greatly threatened by the uncertainties of the illness. The 
patient may not fear death, per se, but fears death alone in rejection. 
This looms up to hiJn in a cloud of painful mystery which no one will dis-
cuss and of which he is afraid and unprepared. 
Whether or not the patient is told of his diagnosis, he cannot be 
protected from certain realities of his illness such as the presence of 
symptoms, increasing pain and disability, the need for long-term treatment 
and radical operations. Each patient possesses within himself the ability 
or inability to endure the truth. The intelligent patient is usu.ally arare 
1 
of the nature of his disease. 7 
I 
I 
I 
I 
:I 
!I 
Very few cancer patients are given an all-or-nothing verdict on their 
disease. The physician, trying to decide both whether the patient has 
cancer and whether he should be told, usually does not go into details. 
7 Channing c. Simmons, editor, Cancer, ! Manual~ Practitioners, 
p. 270. 
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The physician feels the information would be frightening to the patient 
and in his attempt to be gentle and reassuring, he may produce severe 
anxiety in his patient who senses in the physician 1 s uncertainty an im- )I 
pending disaster. The physician does not realize the effect on the patient ~ 
:I 
due primarily to the physician's own strong feelings about cancer's lethal 1l 
possibilitieB. The fears of the patient often multiply -when the doctor 
does not tell him the diagnosis and discuss it freely. The previously 
mentioned Massachusetts General Hospital stuqy8 revealed interesting find-
ings: 
Our observations in cancer patients have impressed us with 
the capacity of patients to face death realistically. Much to our 
surprise these patients show little fatigue, little depression, 
little "going to pieces". An occasional patient refers to taking 
a fatal dose of medicine, but in this serieas no suicide occurred 
among the patients who lmew they had cancer. It is our impression 
that the patient is freer when he lmows his status, diagnosis and 
prognosis. 
9 In one fairly large cancer service where Frances Upham was on the 
staff, the physician generally told the patient the diagnosis. The medi-
cal staff talked about it openly in clinic and on the ward. The disease, 
for these patients, lost much of its hidden fearfulness and they all de-
veloped great confidence in the doctor. 
According to statistics, every tl¥0 or three minutes someone is waiting 
to be told whether or not he has cancer. When he is finally told, his old 
life is at an end, and a new one begins.10 There are some patients who ~~ 
8 Finesinger and others, ~· cit., p. 27. 
9 Frances Upham, !::_ Dynamic Approach to Illness, p. 161. 
10 Doherty, ~. cit., p. 162. 
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II I! do not know they have cancer, do not wish to know and need never be told. 
I 
~ 1 Some other word such as tumor, ulcer, cyst or bronchitis will usually sat-
·' 
isfy them. Some patients do not wish to hear about it openly but are con-
tent with tacit admission. There are those patients who have a morbid 
interest in the disease who may be told the plain facts. Another group of 
I 
., 
patients believe they are doomed if they learn they have cancer. When they 1 
I 
see themselves going downhill, their mania increases and finally ends in 
untold resentment. It is the last two groups which make possible the sue-
cess of medical quacks. Occasionally, one may find a patient with a well-
adjusted outlook who may be helped b,y a full discussion of his disease. 
He may be fully as fearful as any other patient, but he is able to keep his 
emotions under control. Whatever the patient is told about his condition, 
it is very important not to take awa:y all hope of long survival. Upham ll 
feels that much of the fear of cancer stems from the conspiracy of silence 
surrounding it. To the patient the taboo against speaking of the disease 
or its treatment may duplicate childhood experiences when the secrecy of 
adults connoted something fearsome and dangerous. 
A supporting relationship with a case worker can often help both the 
patient and his family to meet the difficulties of his situation. Drawing 
from her previous experience in working with cancer patients, Ruth D. 
l2 
Abrams, Research Assistant in the Cancer Control Unit of the Harvard 
School of Public Health, states: 
;1--~ I 
:I li l2 Ruth D. Abrams, "Social Casework With Cancer 
:\ published in Social Casework. ? date. p. l. 
ll Upham, ~· cit., p. l62. 
Patients." To be 
I 
I 
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••• it was my impression that in the past the medical social 
worker had met adequately the job of helping the patient's family 
adjust to the diagnosis of cancer, but rarely had similar services 
been offered to the one most concerned--namely the patient himself. 
The most obvious reasons for this are twofold: one was the atti-
tude of the patient and his family toward cancer, the other, the 
attitude of the social workers, nurses and doctors toward this 
particular diagnosis. 
il 
I 
An unconscious fear of cancer is not solely confined to l~en. 
II 
I 
Care- ' 
ful scrutiny will disclose its presence in the minds of the doctors, nurses 
and social workers. Only through knowledge can this fear be diminished or 
completely eradicated.13 
The word "cancer" has carried ..many terrifying implications in the past 
These are being dispelled gradually, and it is expected that in the future 
a diagnosis of cancer will not carry more loathsome connotations than of 
any other chronic degenerative disease, such as arteriosclerosis or ar-
thritis. 
Consequently, the use of the word "cancer" is of less serious import 
today than it was a few years ago, and it is predicted that there will be 
less hesitancy in using the term in the future. 
I 
13 A Cancer Source Book for Nurses, American Cancer Society, p. 12. 1 
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CHAPTER IV 
THE TUMOR CLINIC 
General Procedure 
The Veterans Administration Hospital at West Roxbury opened in 1944 
as a general medical and surgical hospital of 383 bed capacity. It is 
classified as an acute hospital and is the Veterans Administration Tumor 
Center for New England. There is an average of forty-five to fifty tumor 
patients on the wards at all times, and an average of sixty out-patients 
is seen monthly. The hospital operates a number of specialty clinics of 
which the Tumor Clinic, organized in 1949, is one. All veterans, whether 
their disability is service connected or non-service connected, are eli-
gible for out-patient treatment and follow-up care in this clinic. The 
cl inic is held once a week and is divided into two sections, Pre-Tumor and 
Tumor Clinic. 
The Pre-Tumor Clinic is conducted in the Out-Patient Department by 
the Intermediate Surgical Resident, who assumes this responsibility for a 
three month period. The patients seen in this clinic are ordinarily re-
ferred b,y the local medical doctors, Veterans Administrations facilities, 
or b,y the medical and surgical service in the hospital. The patients are 
examined by the resident, who settles any questions of a minor nature re-
garding non-malignancies and simple carcinomas. He also is responsible 
for any minor surgery involved . After a preliminary diagnosis of tumor has 
been established, t he patient's record is stamped and recorded with the 
:I 
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Tumor Clinic secretary. -As more difficult diagnostic problems and poten-
tial admission cases arise, the resident refers these patients, along with 
follow-up cases needing additional consultation, upstairs to the Tumor 
Clinic which is conducted immediately following the Pre-Tumor Clinic. 
At the Tumor Clinic these patients are presented by the examining 
resident before a group of staff doctors, the chiefs of services and two 
consultants. Before this group, each week, are presented patients with 
suspected tumors of unusual interest, potential admissions, problems re-
garding differential diagnosis and treatment, follow-up cases of interest 
concerning recurrence and further need for surgery, and problems regarding 
questions of radiation and chemotherapeutic agents. The patient's medi-
cal history is presented by the resident before the patient appears. The 
patient is then examined by the consultants and interested staff doctors. 
After the patient's departure, they discuss his case with the consultants 
who offer advice and recommendations about clinical diagnosis, admissions 
and type of treatment. All patients found to have any malignancy are re-
ported to the secretary to facilitate future periodic follow-up contacts. 
In-patients with diagnostic problems who are referred by staff doctors are 
also seen at this time. 
After discharge from the hospital there is a periodic follow-up on 
an out-patient basis by the Pre-Tumor Clinic. The frequency of return de-
il pends upon the extent and type of the malignancy. Generally, a patient ,, 
:I I 
i 
I 
returns six times during his first year after treatment or discharge. The ;, 
·I 
I' 
frequency usually lessens each succeeding year, so he is seen about every ,I 
fourth month his second year and after that only once a year. In the 
30 
tient is again presented at the Tumor Clinic for consultative services. 
In terminal cases, where the patient has received maximum hospital 
benef its, the resident contacts the regular family physician for discus-
sion promoting the patient's comfort at home. 
The cancer patient brings a variety of problems to the clinic. Chief 
among these, of course, is his need for skilled medical treatment. He 
may also have other less defined, but equally significant, personal needs 
which are closely related to his disease and are important factors in its 
1 
effective treatment. 
Role of the Social Worker 
Cancer is one of the most threatening illnesses with 'Which the doctor 
and medical social worker have to deal. The cancer patient may meet this 
illness in many ways, depending upon his individual personality and the 
sum of his life experiences. The social worker must call upon all her 
sensitivity and skill in working with cancer patients, because of the wide 
2 
range and variety of responses they make to such an illness. 
A social worker is assigned to the Tumor Clinic l'lhich she attends 
regularly. In this Wf!¥ she obs~rves all Tumor Clinic patients and is en-
:I 
I 
I!.'  
I 
abled to understand the outlook for each patient. She may receive immedia~ 
1 Harriett M. Bartlett, Some Aspects of Social Casework in A 
Medical Setting, p. 175. 
2 Zelpha E. Wessels, "A Study of Medical Social Services To Tumor 
Patients," Journal of Social Casework, 30:375, November, 1949. 
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referrals on some patients and later referrals on others, but in all cases 
she is in the unique position of being able to see the patient before, 
during, and sometimes after admission to the hospital. She notes emotional 
changes in these patients which are of great value to her and in turn to 
the patient. 
The social worker receives the bulk of her referrals from the doctors, 
either in clinic or later during ward rounds. These m~ be in the form of 
handling the patient's emotional adjustment problems, admission problems, 
disposition planning, or tenninal care planning with the patient's family. 
Occasionally the social worker receives referrals from other sources such 
as relatives, friends, community social agencies, or the patient himself. 
Frequently the worker is made aware of the patient's case work needs 
through the discussion by the doctors in the clinic and will then not await 
a formal referral for a specific need. 
The original reasons for referral, often quickly dealt with, fre-
quently prove to leave an opening for discussion of other problems related 
or unrelated to the illness. This discussion givew the patient an oppor-
tunity to talk over his feelings about his illness and his attitude toward 
the professional staff. The case worker must individualize the patient 
and be an accepting per son. She also seeks to discover any environmental 
or emotional factors which m~ influence his treatment and to help the 
patient to understand the doctor's plan for him. This interview material 
is made available to the doctor for the purpose of helping him to under-
stand the patient as a person. As a rule the patient is not told that he 
has cancer, but it is the policy of the attending doctor to explain the 
32 
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nature of the disease to the closest relative in order to obtain the co-
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operation which this disease necessitates. The doctor's reactions to the 
patient are to be given due consideration because the diagnosis of cancer 
is perhaps as difficult for him to handle as it is threatening to the pa-
tient. The doctor's anxiety often hinders his understanding of the feel-
ings of the patient regarding this illness which no one will discuss with 
him in an open manner. The caseworker never divulges the diagnosis to the 
patient. However, only after the worker herself has determined her ow.n 
feelings regarding cancer, fear of pain, mutilation and death, can she hope 
to handle successfully the uncertainty and fears of the patient who is 
actually afflicted with the disease. In the case of critically ill pa-
tients, the case 1'i0rker may work solely with the patient's family. 
Assisting the clinic resident with follow-up attendance is another 
function of the case worker. Failure of the patient to appear for follow-
up is a common referral. This failure is often due to emotional reasons, 
such as fear of future findings and resulting treatment. Intensive case 
work to relieve fear and anxiety is often necessary. Other cases are re-
ferred in the forms of transportation, financial and domestic problems. 
These problems may be resolved by the hospital worker, or referred to the 
appropriate community resources, as the case may be. 
The findings and recommendations made by the consultant are routinely 
forwarded to the caseworker by the clinic secretary. This infonnation, 
added to that of the patient's clinical record and to the case worker's 
professional skills, enables her to handle the indicated possible social 
and emotional problems of the patient. 
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CHAPTER V 
THE PATIENT GROUP 
• 
After consideration of some of the emotional implications of carcinoma 
it seems advisable to examine certain characteristics of the patient group 
studied. Particular consideration will be given to the general description 
and backgromd of the patient, medical aspects of the patient's illness 
and h.is emotional attitudes toward his illness. 
All of the twenty-five carcinoma patients whose records were used as 
I a basis for this study were male veterans. This partiality in selection 
I is limited by the fact of the location of the study being at a Veterans 
Administration Hospital which admits no women patients. Consequently this 
sampling shows little bearing on other statistics regarding sex distribu-
tion of carcinoma patients. 
The largest number of patients was fomd in the fifty to sixty year 
;· old group, with the youngest patient being twenty-one and the oldest, 
I seventy-nine. The second largest age group studied was found among the 
\ twenty to thirty year old patients. The third largest was the group of 
: patients ranging from sixty to seventy years. Most studies generally show 
the highest incidence of cancer among males to be between the ages of fifty I 
II 
and eighty years. It is very interesting to note how the second age group 
differs from other studies, which show that cancer is essentiall:y a disease 
11! 1 of middle or old age; although it m~ strike at any age. 
I As with other chronic diseases, the age at which a person becomes in-
capacitated by cancer is one of the determinant factors in what meaning 
the illness will have, socially and emotionally, to the patient. 
Color, Religion and Cultural Background 
The color, religion and cultural background are influential factors 
upon each patient's personality structure and directly affect the patient's 
ability to handle his problem of chronic illness. These factors often help 
to determine the patient's emotional attitudes toward his illness. Data 
regarding all of these factors ~re not available for enough cases studied 
to be of arry real value. 
The entire patient group in the study 11ere white, with the exception 
of one American Negro. Little information has been available in this area 
of cancer research and it holds little or no significance in this stuqy 
other than the part it pl~s in the total personality of the patient. 
Religion is a factor which influences the patient's reaction to ill-
ness, especially with regard to critical illness and death. Religious 
faith and culture are often the elements which m~ facilitate a good ad-
justment in an institution or nursing home. For example, Catholic pa-
tients generally Catholic institutions, and Jewish patients, Jewish insti-
tutions, Of all the patients in the group, fifteen were Catholic, four 
11ere Protestant, and one was Hebrew. One patient denied any faith and 
four records revealed no mention of religious affiliation. 
Nationali~ backgrounds of the twenty-five patients in the st~ were 
as follows: Italian, five; American, three; French, one; Lithuanian, one. 
The one patient who was definitely determined as being foreign-born was 
one of the Italian patients. The fifteen remaining patients were uniden-
tified with regard to cultural background. Language difficulties and 
strange customs often intensify the fears of the foreign patient when he 
is unable to understand and to make himself understood. 
Marital Status and Family Setting 
The patient's marital status and family life generally influence the 
patient's emotional balance. In observing this area it is important to 
notice the number of independent and dependent members in the family, the 
general attitudes of the family toward the cancer patient and the family 
interrelationships. Noting the above factors helps to evaluate the pa-
tient and his home situation with regard to casework planning. 
Of the entire twenty-five patients fifteen were married and twelve of 
these had children. Six men were single, two were widowers, one divorced 
and one separated. Two men lived with parents and one with other relatives, 
and the remainder lived alone • One single man claimed no living relatives. 
The relationships of family dependents varied from extreme interde-
pendence to open hostility. Generally, the family attempted to give well-
meaning support and understanding to the patient. The attitudes of the 
wives varied greatly from devoted attention to an inability to accept the 
patient• s diagnosis. By and large, they showed apprehension, anxiety and 
distress regarding the patient's diagnosis, care and surgery. 
I 
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Occupation and Economic Status 
The lack of finances is almost always encountered in planning or 
undergoing hospitalization. In this study the twenty-five veterans had 
no hospital expenses due to the policies of Veterans Administration Hos-
pitals. However, in fifteen cases, the patients were the sole family 
breadwinner or a contributor to support, and their financial status was 
threatened upon admission to the hospital. Usually these patients were 
helped by Veterans Services, a form of financial relief available only to 
veterans and their families. Five patients "Without dependents or whose 
wives were employed had little need for financial help. The recorded rna-
terial of five patients gave little or no indication of financial status. 
Twenty patients were gainfully employed before admission to the hos-
pital, three were students studying under the G. I. Bill, and t-wo were un-
employed. Of the gainfully employed, four patients were ~ite collar 
workers. The remainder of the patients were employed in skilled and un-
skilled occupations such as: leather maker, truck driver, molder, weaver, 
delivery man, gardener, farmer, carpenter and machinist. 
Diagnoses, Treatment, Operations, Prognosis and Disposition 
Whether or not the patient is actually aware of his diagnosis, the 
location of the primacy site is significant, both consciously and uncon-
sciously. As previously mentioned, the most significant of the diseased 
organs are those of the urogenital system. It is interesting to note that 
among the entire twenty-five patients studied, only two veterans had ma.lig-
nancies in that area; one kidney and one prostate. In eight patients the 
primary site was in the gastro-intestinal tract~ one palate, two larynx, 
two stomach and three rectum. In four additional patients cancer of the 
llmg was predominant. 
site • Three men were 
In two patients sarcoma of the thigh was the primar.y i 
victims of Hodgkins Disease~ Cancer of the neck, 
nose, liver and mediastinum each claimed one patient. One of the remaining 
t1ro patients had Ewing's tumor (a bone malignancy) and the other had 
lympho-sarcoma of the inguinal nodes. In twelve, or about fifty per cent 
of the patients, the carcinoma had metastasized to other organs. 
An additional factor influencing the patient's attitude toward his 
disease is the treatment procedure which he must undergo. This may be of 
a palliative or curative nature, but the patient usuallY undergoes one or 
1 both of the accepted types of treatment, that is, surgery and irradiation. 
The treatment which .arouses the strongest feelings, as pointed out in Chap- I 
. I 
ter III, is the surgical operation. It is by far the most common and most 
effective. Of the entire group of twenty-five patients, fifteen underwent 
I 
Four 11 surgical operations, while five patients were declared inoperable. 
I lobotomies were performed on patients with intractable pain and three pa-
l tients had operations which resulted in colostomies. 
I 
Irradiation was administered to nineteen patients and eleven patients 
I( received both types of treatment. Three patients received chemotherapy in 
II 
II 
II 
I 
I 
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the form of nitrogen mustard and these same patients also underwent surgery 
and irradiation at some time during their illness. 
The physical status of a patient while in the hospital and the prog-
nosis regarding the future course of the disease are factors which influence 
\ 
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the patient's emotional attitude toward his entire environment. The medi-
cal case worker must, of necessity, understand the meanings of these fac-
tors to the patient in order to help him constructively. A poor cancer 
prognosis has a highly intense emotional meaning to the patient, if he 
knows, and to the members of his family. When the patient is unaware in 
the beginning, he often learns it from the attitude of the family to him. 
Of the twenty-five patients studied, three had a good prognosis, were 
discharged to their homes, and had no recurrences during the period of 
I 
time I 
studied. Seven patients were given a guarded prognosis and fifteen, a 
poor prognosis. Of these two latter prognoses, ten patients died. The 
j 
I 
remaining twelve, having received maximum hospital benefits, were dis-
charged to convalescent homes or to their own homes as terminal patients. 
Referrals to Social Service 
Of major interest here is the reason and source of referrals. These 
factors do not have direct bearing on the patients' attitudes, but they 
do serve to make a more complete picture with regard to the study. A rna-
jority of the cases were referred by the ward physicians, that is, fifteen 
patients. Seven were referred by the resident physician at Tumor Clinic. 
Two patients were self-referred and one was seen at the request of a rela-
tive. Of the three latter patients all had been recognized by the doctors 
as possible referrals for other services. 
Thirteen patients, or slightly over fifty per cent, were referred to 
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social service for disposition planning. Four patients were referred with 
regard to financial assistance to the f=ily. Three patients were referred ~ 
for interpretation regarding admissions to the hospital for surgery and 
special therapy. Two cases required supportive case work and two others 
were referred with regard to clarification of the medical problem to the 
family. One patient was in need of referral by social service to outside 
resources for esophageal speech training. In most instances two or more-
of the above reasons for referral became evident before the case was 
closed. 
Observed ~ Implied Attitudes 
Analysis of the emotional attitudes and the feelings of the patients 
in the study group from the summarized social service recordings was a 
difficult process and one subject to numerous limitations. The classifi-
cation of the attitudes, both observed and implied, is necessarily some-
what arbitrary and the discussion is based upon the observed symptoms 
rather than upon the diagnosis of the deeper emotional problems involved. 
Additional attitudes may be implied from the patient's general behavior. 
As stated in Chapter III, these listed attitudes are not clear cut, but 
lj 
I' 
I 
I 
I 
are interwoven one with the other. Of course, it is recognized that these 
patiente 1 reactions to their illness were based on their total personality 
structures. However, in accordance with the records, the emotional aymp-
toms observed seem to have been aggravated by the illness itself or by the 
treatment administered to the patient. 
li 
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Statistically, it is almost impossible to tabulate emotional atti-
tudes accurately according to each patient because of the great variance 
and intermingling of visible and underlying symptoms. Consequently, an 
attempt has been made to identify the patients by their most obvious or 
outstanding attitudes. Some of the patients were not as well-defined as 
others and therefore did not show up as clearly. Present in all the pa-
tients studied were evidences of various degrees of undeNoeurrent anxiety 
and fear. It must be remembered that there is present in all the patients 
several predominant emotional attitudes but in varying degrees. 
One of the most outstanding symptoms noted in the study was that of 
a conscious unawareness of the severity of the illness with an underlying 
denial of the situation, as shown in the records of eight patients. Ac-
companying these feelings were a sense of hopelessness, depression, un-
realistic activities and plans, and repression of the obvious signs of 
malignancy and fear of death. Another outstanding attitude, which was 
observed in six patients, was fear of surgery. This fear was accompanied 
by fear of pain, rejection, the operating room, the actual cutting pro-
cedure (i. e., punishment and castration fears), possible mutilation, dis-
ability and death. Of these six patients, one refused surgery, and another 
became very disturbed. One patient projected all of his pain and wealmess 
upon his operation, rather than his disease. 
Seven patients, after surgery, manifested fears of disfigurement, 
disability and inability to return to gainful employment and normal sex 
activity. These feelings evolved from fears of losing bodily integration, 
fear of rejection by friends and family, and loss of independence. These 
:I 
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: patients tended to become quite lri. thdravm in their behavior. Another gen-
eral attitude shown b,y four patients was the inability or refusal to ac-
cept their illness in terms of diagnosis, treatment, hospital care and 
what it meant to them. Involved in this complex situation "Were elements 
of projection of lleakness, guilt, overdependence and moral blame; feelings 
of rejection, stubbornness, and avoidance, insecurity, and depression; 
fear of reality, submissiveness and death. Though the diagnosis is lmown, 
J· various degrees of denial and resistance are noted in these patients. Two 
patients were unable to accept such a diagnosis because they felt they had 
lived a good moral life and therefore could not possibly have cancer. In 
, most of these patients cancer had progressed to such an extent that it was 
realistically impossible to ignore it. One patient expressed a sincere 
w.i.sh to die in order to avoid the mental strain in having such a disabling 
disease. One patient was unable to accept his situation because he felt 
that he had a dirty disease. Another patient who appeared anxious to be 
discharged became frightened and insecure when he learned that he was ac-
tually to leave the hospital. 
Each patient is a mixture of the above-listed emotional feelings, but 
with perhaps one or two predominating attitudes featured for benefit of 
tabulation. The summarized recording of the cases studied does not reveal, 
in most instances, the casework process b,y which the patient was helped, 
though obviously it was present. 
I 
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CHAPTER VI 
CASE PRESENTATIONS 
From the twenty-five cases studied, five have been selected for pres-
entation. The factors determining the selection were cases in which find-
ings regarding emotional attitudes were present and lent themselves to 
description and to a wide range of problems. The extent to which fear and 
misconception predominate in these attitudes is also revealed. 
Case I 
Orrin Rossi was a thirty-five year old Catholic World 
War II veteran Who had worked as a delivery man for a cater-
ing company. The patient was a second generation Italian, 
who was married and had one child. He was a devoted father 
and quite dependent upon his wife, who was sympathetic and 
understanding. The family had consumed all of his savings 
soon after his admission to the hospital, so he referred 
himself to the Social Service Department for financial as-
sistance. He was also given supportive case work during his 
three admissions. 
He was first admitted to the West Roxbur.y Veterans Ad-
ministration Hospital with cancer of the rectum and under-
went an operation for a colostomy. Mr. Rossi was told of 
his diagnosis at this time and he expressed a fear of the 
operation because of his parents, who both died of cancer. 
He was aware that he had waited too long to seek medical 
attention, but was afraid of what he would find out. Pa-
tient adjusted fairly well to the colostomy after the initial 
anxiety, and was discharged. · 
Mr. Rossi was admitted a second time three months later 
for a colostomy stricture, which revived some of his fears. 
He seemed able to express more articulately his fears regard-
ing another operation to relieve the stricture. He dreaded 
the repetition of pain and particularly feared being wheeled 
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to the operating room because of his memories of his mother 
in this same setting. He was afraid that she had actually 
felt some pain during the operation because she appeared 
almost conscious when she came out of surgery. The patient, 
himself, had awakened in the operating room during a previous 
operation and this frightened him, as did the idea of the 
neee ssary cutting. He wondered why he · couldn't be put to 
sleep before he was taken to the operating room and not 
awakened until he returned to his room. After this second 
operation, he was again discharged. 
Two months later, Mr. Rossi was admitted for the third 
time with cancer of the lung which had metastasized from the 
rectum. This became a terminal condition and the patient 
died a month later. During this last admission Mr. Rossi 
seemed rather morose and unable to express any feelings other 
than complaints of constant pain. 
Comment. The social records indicate that Mr. Rossi was a fairly 
capable man, but apparently dependent upon his wife and other members of 
his family. He was extremely apprehensive about himself' and projected his 
anxiety into other areas of his life situation, such as the operation pro-
cedure. He identified strongly with his parents and their deaths in re-
lation to cancer and had the misconception that he had inherited the dis-
ease. As his own condition grew terminal, he could not face the thought 
of his own death or express his fear of dying, but instead expressed this 
in terms of fear of pain. He expressed wishes to retreat or withdraw in 
his desire to sleep through painful and fearful situations such as the 
operation. 
Case II 
Wilfred Pelham was a sixty year old, married, Catholic 
veteran of World War I who had been employed as a molder. The 
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patient had carcinoma of the palate which was treated with x-ray. 
He was referred while attending Tumor Clinic for follow-up and 
later for discharge planning. 
Mr. Pelham appeared to be very depressed about his condi-
t ion primari~ for cosmetic reasons. As he had a slight redness 
and cracking of the s kin around his mouth he avoided meeting 
an;,yone, refused to go anywhere and withdrew as much as possible. 
Before his admission to the West Roxbury Veterans Administration 
Hospital, he spent most of the time at home brooding. His in-
operable condition was progressing and he was complaining of 
excruciati ng pain. Because of this, it was decided that he would 
undergo a lobotomy to ease the pain. He appeared to have a good 
result and was fairly well orient ed shortly afterward. However, 
:rl..rs. Pelham was under the delusion that the patient had under-
gone such a primitive personality change that she hesitated 
taking him home for fear of being attacked. There was no evi-
dence to support this feeling, but it was decided that the pa-
tient would go to a convalescent home for a while after his 
hospitalization. Mr. Pelham was t here only a short time oefore 
he complained about the service and asked to be taken homa. 
Mrs. Pelham, who also feared contagion, took her husband home. 
She could not be helped to see things otherwise, and hired a 
practical nurse so that she would not have to remain alone at 
night with him and take care of his dressings. 
Comment • The record indicates that Mr. Pelham was a self -centered, 
insecure person. His wife, who was emotionally immature, contributed to 
his insecurit,y through her mistaken fear of contagion. The record revealed 
no obvious attitudes of Mr. Pelham after the lobotomy, so there is scarce 
\i evidence to draw upon. The predominant symptoms prior to his operation 
il 
\I 
were avoidance of reality, depression concerning his condition and fear I 
of possible disfigurement. The avoidance was out war~ inappropriate be- 1 
cause he was quite ambulator.y and his discolored lips showed only slightly. 
This, quite likely, was an avoidance of something more meaningful to him 
than his disease. However, the record leaves no such implication as to 
what it might be. 
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Case III 
David Connell was a fifty-one year old married veteran 
of World War I who had been a steamfitter by trade. He was 
admitted to the West Roxbury Veterans Administration Hospital 
with cancer of the larynx for which he underwent a l~gecto~. 
Mr. Connell was referred to Social Service, following this 
operation, for esophageal speech training at a local hospital. 
The operation and the loss of his voice upset the patient con-
siderably, although his prognosis was considered good. He 
had always been a quiet, retiring, self-conscious individual 
who did not mix easily with others. Mr. Connell revealed 
fears and conflicts regarding his disability, particulary his 
resistance to learning esophageal speech and having to face 
the community again. He expressed a desire to talk, but was 
afraid he would be unable to master this method. He felt that 
his life span had been shortened by "the unnaturalness of op-
eration" and expressed a desire to get away from people by 
moving to a farm in the country. In order to hide as much as 
possible he placed a screen around his bed. The patient was 
self-conscious about expressing himself on paper, but as it 
became easier he wrote page after page in a frenzied manner 
in an effort to express himself. 
Shortly after his discharge and beginning the esophageal 
speech training, he stopped because of transportation diffi-
culties. It was felt that be was becoming too dependent upon 
the hospital and the case worker, and that his rejection of 
the speech class was for some other unknown reason. The pa-
tient had a wife and three adp:i.t sons, all of whom were gain-
fully employed. Mr. Connell expressed a desire for part-time 
employment but feared that prospect due to his inability to 
speak. He did not make much progress in his speech training 
because he was so sensitive and nervous. It was felt that a 
part-time outdoor job might help to overcome his feelings of 
inadequacy and discouragement. The patient was referred to 
the Vocational Rehabilitation Department of the Massachusetts 
Department of Education for job placement. They stated that 
an attempt would be made to place him with a contractor so 
that he might do outdoor work. 
Comment. The record stated that Mr. Connell was a quiet, self-
conscious person who avoided all personal contacts as much as possible. 
He found it very difficult to accept the disability of being unable to 
speak, and this served to add to his feelings of fearfulness, rejection 
46 
I 
li 
I 
I 
-~-~--
and insecurity. Some of these feelings were relieved by his writing them 
out for the case worker. 
Mr. Connell was apparently in conflict over his dependency upon his 
family and the case worker, and resuming employment and independence. He 
revealed tremendous resistance and depression with regard to speech train-
ing, which would return him to the competitive community. Although the 
case record does not reveal such material, it would not be too presumptuous I 
to speculate that Mr. Connell's operation had a strong ps,ychosexual sig-
nificance ( i. e., castration, punishment, etc.), and that this tended to 
color all of his attitudes regarding his illness. No misconceptions were 
noted in this record. 
Case IV 
Gerald Allison was a twenty-three year old veteran of 
World War II who was a college student, and married, with 
one child. His diagnosis was established as Hodgkins Disease 
and the patiel).t was aware of this condition. This case was 
referred to Social Service for clarification of the medical 
problem to the patient's family who had strong feelings about 
his illness. 
Mr. Allison's attitude during his nitrogen mustard therapy 
was one of despair and hopelessness. The therapy caused so 
much discomfort that it was difficult to determine how much 
was due to the drug and how much was due to the patient's aware-
ness of his poor prognosis. The case worker later felt that 
the patient was attempting to repress further knowledge of 
the disease and its prognosis. Mr. Allison adopted an un-
realistic outlook, which he obviously felt was necessary in 
order to endure his situation. After the therapy routine of 
nitrogen mustard, the patient was discharged from the hospital. 
He applied for Veterans Relief for his wife and child, talked 
in terms of continuing school, and considered many vague plans 
for the future. 
Mr. Allison was admitted again three months later for a 
II 
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course of x-ray therapy after which he returned home. He was 
getting along fairly well. His 'Wife was working and they had 
found an apartment awa;s- from his relatives. Mr. Allison's 
father was very concerned about his son's progress and saw the 
case worker many times about this. Around this time Mr. Allison 
was re-admitted for another course of nitrogen mustard therapy. 
He was unable to discuss his illness but rather preferred 
talking about his house and his daughter. He appeared to re-
alize that he could no longer plan to attend school regularly 
again, due to his increasing fatigability and spasmodic hos-
pitalizations. He expressed a great deal of satisfaction over 
the fact that he at last had hie own home. The case record 
shows no further information on this patient's progress. 
Comment. The case record does not reveal any of the patient's back-
I ground, but only the current situation. 
II 
Mr. Allison attempted to avoid 
~, 
I~ 
I 
acceptance or acknowledgment of his disease in his refusal to discuss it. 
Instead, he protected himself from his fear of pain and death by making 
unrealistic plans for the future. The uncertainties regarding his poor 
prognosis fostered an attitude of despair and hopelessness during several 
courses of therapy, but he was helped by the case worker to relieve a 
limited portion of these feelings. No misconceptions were noted in this 
record. 
Case V 
Gus Dominicus was a fifty-seven year old World War I 
Veteran who worked as a gardener on a large estate. He was 
a single Italian immigrant and had no living relatives. Mr. 
Dominicus was admitted to the West Roxbury Veterans Adminis-
tration Hospital with carcinoma of the nose. He was referred 
to Social Service for exploration of the home situation and 
for assisting the patient to accept surgical procedures. 
The patient underwent an operation for excision of the 
cancer in his nose. He appeared to be able to accept this 
operative and postoperative procedure when the doctors assured 
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him that he would look all right when he was discharged. When li he was advised that he would be sent home shortly with only 
I 
a bandage instead, Mr. Dominicus became extremely upset. A 
great deal of explanation had to be given him regarding the 
I healing of the wound and the future application of nasal pros-
1 thesis. He apparently feared being seen with the bandage 
showing, but was later able to accept this and go home to await 
plastic surgery. He returned to Tumor Clinic periodically and 
seemed rather optimistic about his nose. During one of these 
visits two months later, a node was discovered in his neck and 
the patient was scheduled to come in to the hospital for sur-
gical removal of the node. Plastic surgery was also to be 
started at this time. However, Mr. Dominicus did not return 
and the services of the case worker were enlisted to accom-
plish this. With her help and the advice of several local 
physicians, the patient returned for the node excision a 
I· 
month later. He revealed a great distaste for hospitals. 
Plastic surgery was postponed until the surgeons could dis-
cover whether or not the malignancy would metastasize and the 
patient was discharged again. 
Two months later Mr. Dominicus notified the hospital that 
he was coming in because of a lesion near his ear. However, 
he was overcome with fear before he reached the hospital and 
returned home instead. A week later he was admitted because 
he felt it was a last resource. He submitted to surgery but 
refused to face what all this meant to him. Patient could 
not understand why such a thing had happened to him, as he 
had always lived a good and healthy life. During surgery a 
large portion of the patient's face was excised and some skin 
grafting was done. In the course of this time he was quite 
depressed and talked a great deal about wanting the artificial 
nose and returning to his gardening. Several months later he 
was fitted for a temporary facial prosthesis which covered his 
nose, a portion of his face and one ear. When he had obtained 
this, the patient seemed like a different person and took on 
an air of assurance that had not been noted before. It was 
felt that his new assurance and the improved appearance would 
enable the patient to take a new attitude toward the extensive 
plastic surgery Which would occur during subsequent admissions. 
On a follow-up visit to Tumor Clinic, Mr. Dominicus was found 
to have no further evidence of disease around his ear. 
Comment. This case shows a fear of surgery and mutilation in a ca-
pable man who, from all appearances, had made an adequate adjustment to 
the usual life situations. The case record does not reveal enough of the 
II 
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patient's background to speculate on the cause of these attitudes. He 
apparently feared surgery a great deal, but he obviously feared death 
enough to undergo the necessary procedures. The patient adjusted fairly 
well to his diagnosis and later he adjusted to the prosthesis. It was only 
when he felt the mutilation was observable that he was overcome with de-
pression and fears of r ejection and lack of bod~ integration. The pa-
tient ' s fears appeared to be on a realistic basis and he apparently had 
I 
1, no misconceived ideas regarding his disease. 
il 
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CHAPTER VII 
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS. 
Sunnnary 
Because of the apparent frequency and severit,y of implications of 
carcinoma for patients with this disease, and because of the relatively 
large number of people whose security and lives are affected by the dis-
ease, this study has been directed toward achieving a better understanding 
of cancer and the emotional attitudes of those individuals afflicted with 
1 cancer. To arrive at this tmderstanding, the medical md social rervice 
records of twenty-five cancer patients were selected and studied. This 
group represents the total of those patients seen in the Tumor Clinic at 
the West Roxbury Veterans Administration Hospital during the years of 1949 
and 1950 who were referred to the Social Service Department, and on whom 
sufficient information for study was available. 
This study was focused upon an attempt to answer the three questions 
presented in Chapter I 1 which were: 
1. What are the emotional attitudes toward cancer that were found in 
this study of the records of these t?Tenty-five veterans? 
I 
II 
I 
I 
I 
I 
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2. To what extent does the element of fear enter into these attitudes? 
3. What misconceptions regarding carcinoma have been uncovered in 
this study? 
1 See page 2. 
II 
II 
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- j The study revealed a number of observed and implied attitudes in each I 
1 case record. Analysis of the patient's feelings from the summarized social l 
I 
11 
service recordings was a limited process. The classification of the atti-
tudes is necessarily somewhat arbitrary and interwoven, but for purposes 
of tabulation and discussion an attempt was made to identif,y the patients 
b,y their most obvious or outstanding attitudes. Some of the patients were 
not as well-defined as others and therefore do not show up as clearly. 
The patients studied all presented varied degrees of many different 
attitudes. Seen in all of the patients was an undercurrent of m.xiety and 
fear. Eight patients were found denying a:ny conscious awareness of the 
nature of their illness, even to the point of unreality. Six patients 
feared surgical procedures, one patient preferring death to surgery. Seven ! 
l
i patients, after surgery, manifested fears of disfigurement, disability and 
I inability to return to a productive life. Another general attitude was 
jJ shown by four patients in their inability or refusal to accept their ill-
II ness in terms of diagnosis, treatment and hospital care. Included in all 
)-- --~£ the cases studied was a great interweaving of other attitudes and feel-
ings to various degrees, such as: depression, unreality, denial, inse-
c1~ity, moral blame, avoidance, fears of mutilation, rejection and death. 
Of the entire twenty-five patients, fifteen were terminal patients and 
seven were given a guarded prognosis. Those prognoses undoubtedly had a 
tremendous influence on the patient's attitudes whether or not the patient 
knew his actual diagnosis. In no place do the records show that any of the 
doctors discussed the diagnosis of the cancer with a patient. 
As can be cl_earg seen, fear is deeply ingrained in every attitude 
52 
I 
I 
---- __ ,J 
toward cancer that has been discussed here. To the patient, cancer means 
a great many uncertain things, but the predominant obstacle seems to be 
fear. These fears are rooted in the patient's cnm personality and experi-
ence, and are only magnified and brought into focus when a traumatic ex- I 
perience such as cancer strikes • 
Among the most common misconceptions which have been uncovered in 
this stuqy is the possibility of cancer being a contagious or inherited 
disease. A few patients felt that cancer was unclean and originated from 
an old venereal infection or a misdeed. These misconceptions are often 
found to be the result of guilt, hostility and rejection, especially with 
regard to the relationship between the patient and his fami~. 
Conclusions 
Of the various diseases to which mankind is subject, cancer is proba-
1 bly the most threatening to personal security. The nature of the disease 
I 
I and the radical treatment usually required contribute to the varied emo-
" 
I 
tional attitudes of the patient. 
Carcinoma is a threatening and often incapacitating disease. As a 
I 
I result, a patient is likely to have many problems of a financial, occu-
I pational, fami~, peysical or emotional type thrust upon him. His mode of 
life changes from the time he learns he is a cancer patient. It is not 
the disease which changes the patient's attitude but what the disease and 
its fears mean to him. It is the essence of this meaning that tends to 
exaggerate or magnify personality traits which were alreaqy present in the 
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individual. The illness merely acts as a stimulus to elicit a new re-
action from an old personality. It is interesting to note that although 
this stu:ly was made of patients who were veterans, as far as can be deter-
mined their emotional attitudes toward cancer do not vary appreciably from 
those of several other studies. They have faced death in many forms, but 
none such as the stealthiness of cancer. The findings in this study 
largely serve to corroborate what has been found in previous studies. 
Limitations of the study consisted mainly in the brevity of available rec-
ords which did not permit complete evaluation of the emotional problems of 
the patient as they affected his illness. 
Recommendations !I 
II 
This study reveals a need for more intensive research regarding the II 
II 
:::::o:::f:::::::::Yo:r:::::n::r:::: :::c~om:-:.t::.::::i:::: :::::~:.::lll . 
I This research is necessary if the nature of the disease and its implica- i 
1- tions for the individual are to be understood. The individual with cancer I 
I 
I 
I 
must be understood and accepted as any other chronically ill patient if 
medical treatment is to continue the trend toward treatment of the indi-
vidual rather than only the disease. 
Toward this goal the writer makes the following recommendations: 
1. That medical social workers attempt to understand their own feel-
ings and attitudes toward carcinoma before doing case work with cancer pa-
tients. 
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2. That, when de signa ted, consideration be given to the importance 
of the physician discussing a cancer diagnosis with his patient. 
3. That medical social workers report objective observations and 
case work experiences in order to establish specific approaches and tech-
niques with cancer patients. 
4. That consideration be given to case work servies to includeall 
terminal cancer patients and their families. 
I 
I 
I 
I 
I 
A~{(t,~- ~ 
B1chard K. Conant I 
Dean I 
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